Abstract A disorganized attachment pattern is found among several mental disorders, most notably among severe personality disorders (PD). It is characterized by profound mentalizing deficits, which makes relations to self and others highly problematic. There is no evidence of any preferred mode of psychotherapy to heal this condition. In this article we describe the successful treatment of a female (28) with schizotypal and avoidant PD with additional borderline features as well as substance use dependency. She participated in the mentalization-based treatment project of the Bergen Clinic Foundation, Norway. We discuss the therapeutic strategies and interventions that most probably mediated the change for this patient, highlighting the mentalizing stance, working in the transference, managing countertransference and repairing alliance ruptures.
Introduction
Disorganized attachment (D pattern) among children was first described by Main and Solomon (1986) . Corresponding patterns among adults have been labeled unorganized/ cannot classify (CC pattern) or unresolved/disorganized with respect to traumas and loss (U pattern). Disorganized attachment among children is a strong predictor for adult psychopathology, and its causes are believed to be a malignant interplay between genetic factors, intersubjective mismatch, early traumas and loss.
Patients with disorganized attachment are especially challenging to treat. Lyons-Ruth et al. are among the pioneers with respect to charting the developmental course, clinical manifestations and treatment options for patients with disorganized attachment (Lyons-Ruth 2003; LyonsRuth et al. 2009; Liotti et al. 2008) . They describe patients who live in a tormenting subjective world, perceiving danger all over, having no intersubjective ''safe heaven'' and who resort to a variety of self-destructive behaviors, in lack of abilities to get soothed by others or to feel compassionate towards own self. The patients lack a coherent strategy for coping with the intersubjectivity of closeness. As a consequence of their deficient capabilities for emotion regulation, calming down and ''feeling good'', these patients are at high risk for using soothing chemical substances and thus develop substance abuse or addiction disorders (Philips et al. 2012) .
Disorganized attachment is not a diagnosis. It is found among several axis-I (e.g. schizophrenia) and axis-II disorders. In particular it has been associated with borderline, avoidant and schizotypal personality disorders (PD). Schizotypal PD is the most severe of the PD's. These patients are found to be odd and eccentric, with a strange display of emotions, lacking close friends and haunted by an interpersonal anxiety that does not calm down after getting to know people. Around 20 % of patients with schizotypal PD will eventually develop schizophrenia. Treatment of schizotypal PD is considered very difficult and there has not been conducted any randomized controlled trials of psychosocial treatment (Hummelen et al. 2012) .
There is a growing agreement that the decisive pathogenic mechanism in disorganized attachment is a profound deficit in the ability to mentalize (Fonagy et al. 1996; Bateman and Fonagy 2004; Liotti and Gilbert 2011) . Mentalization is believed to be facilitated by the quality of the attachment relationship (Fonagy 2001; Bateman and Fonagy 2004) . The ability to think about own and other minds will not develop unless being minded by another human. Poor mentalizing abilities imply that other people's behavior is not rendered purposeful and meaningful by reasonable inferences about their inner motivations. What is going on in one's own mind seems also mysterious at times, especially with regard to one's own emotions. Consequently one lacks the capacity to engage in the ordinary ''intersubjective dance'' with other persons and one resorts to prementalistic modes of thinking (teleology, psychic equivalence, pretend mode) when under stress. Mentalization-based treatment (MBT) was developed for poorly functioning borderline patients who displayed mentalizing deficits. MBT has proved to be an efficient treatment for BPD in two RCT's and one naturalistic cohort study (Bateman and Fonagy 2001, 2009; Bales et al. 2012) . The intensive outpatient version is manualized (Karterud and Bateman 2010; Karterud 2011 Karterud , 2012 . The adherence and competences of the MBT therapist can be reliably measured .
Patients tend to have different profiles of mentalizing deficits and there have also been demonstrated categorical differences between different PD's (Dimaggio et al. 2012; Luyten et al. 2012) . Mentalization is conceptualized within these dimensions: self-other, internal-external, cognitiveaffective and automatic-controlled . The three main prementalistic modes are teleological thinking, psychic equivalence and pretend modus. Teleological thinking is a mode where behavior is not understood in terms of mental states, but according to an observed goal; in psychic equivalence mental states are confused with external reality, and in pretend mode cognition is decoupled from reality.
There is no evidence yet on how other than BPD patients respond to MBT. In this paper we present a MBT of a patient with schizotypal PD and comorbid substance addiction. Hopefully it may encourage others to similar pilot studies and thus pave the way for a larger study of these patients who are considered very difficult to treat.
The Pilot Project
Because of repeated clinical failures in previous treatment attempts with addicted patients with comorbid severe PDs, the Bergen Clinics Foundation (BCF) decided in 2009 to establish a pilot project which combined MBT with established substance abuse disorder (SUD) treatment principles. The different units of the BCF (detoxification unit, inpatient and outpatient units) were asked to submit female patients that were ''difficult to treat''.
Patients in the project were assessed by a battery of interviews (SCID-II, MINI, SUD history) and tests (GAF, IIP, etc.) . A mentalization-based case formulation was written for all patients, and most of them received a crisis plan.
All therapists in the project received extensive training in MBT. Therapists were expected to conduct treatment according to the manuals. Most of the treatment sessions were video-taped. The staff met once a week for information exchange, discussions and video-based supervision, and one full day once a month for meetings with an external supervisor. The supervisors were teachers at the Norwegian Institute for Mentalizing.
The treatment started in February 2010 and the format was conjoint individual and group therapy (Bateman and Fonagy 2004) , one session weekly of each, supplemented by a MBT informed social worker who assisted patients with crucial issues of daily living. The group started as a psychoeducational group (9 sessions) and was thereafter transformed to a dynamic MBT group (Karterud 2012) .
The quotations from the treatment process in this article, is based upon transcripts from video-recorded sessions. They were selected specifically to highlight central themes of the treatment and recovery process: disorganized attachment, difficulties with mentalizing self and other, relational ruptures, psychic equivalence mode, transferential and countertransferential processes, and the development of enhanced mentalizing abilities and a more robust sense of self. The patient has given her consent to the writing of this manuscript based on transcripts from therapy sessions.
The Patient
Eva (28) had experienced interpersonal difficulties since childhood. She was bullied at school, where others found much pleasure in picking on her until she exploded. She had temperamental vulnerabilities and at home she did not learn how to regulate affects properly. During her youth she dropped out of high school, had her first suicide attempt and experimented with drugs. Her conflicted relationship with the health services started. Discharge summaries from her youth, displays therapists suggesting that she had an evolving PD with primarily narcissistic and borderline traits. Eva felt gravely misunderstood by them and detested the idea of having any PD. Regarding her substance abuse, she used most available substances, but preferred cannabis, benzodiazepines and opiates because of their calming effects on her affects. Most of her friendships developed within a subculture of other drug using youths. She never managed the obligations of any ordinary job. Eva had been treated within both the psychiatric health services and addiction facilities for many years when she was introduced to the MBT pilot project. Since the age of 17 she had at least six trials of outpatient treatment. She had also been admitted twice to psychiatric inpatient facilities for suicide attempts, and a 3 months long stay in the Bergen clinic foundation inpatient drug treatment center.
The Patient by Admission
Her own description of her difficulties included feeling at unease with other people from early childhood, ''having been maltreated'' by health services from her early youth, strong objections to her diagnosis of a PD and being ''defect regarding dealing with other people''. She had daily use of cannabis and sporadic use of other substances. Suicidal thoughts were present, but her last attempt was 5 years back. She was terrorized by her affects and had no functional strategies for dealing with them. She used self-rocking and banging her head in walls in order to regulate herself. During periods of strong affect she turned to drugs like opiates and benzodiazepines. Generally she avoided people, and she received social benefit. She had little social contact with others except for her boyfriend with whom she had been with for 3 years. They had a ritual of smoking cannabis daily.
Due to countertransferential affect and that the patient vigorously protested against being diagnosed with PD, we gave her a PD NOS diagnosis before admission to the MBT pilot project. When taking all data in consideration, also the longitudinal course (LEAD principle; Spitzer 1983), she was later found to fulfill criteria for a schizotypal PD (odd thinking and speech; suspiciousness; inappropriate or constricted affect; odd/eccentric behavior or appearance; lack of close friends; excessive social anxiety), a subthreshold level for borderline PD (identity disturbance; self-mutilating behavior; affect instability; stress-related paranoid ideation), and all (7) criteria for avoidant PD. Other test results by admission: GAF: 50; SCL-90-R/GSI: 1, 50.
The Treatment Process
The first author of this article became Eva's individual therapist 1 year into the MBT project, since her first therapist had to move to another city. During the first year of the MBT program Eva managed to start high school education again. The MBT social counselor had worked with her to organize frequent meetings with the social services and the counselors at school. This gave her some sense of a plan for her life. Her attendance to individual and group sessions had stabilized somewhat, and she was not quite so erratic about participating in a project for personality disorders. She also had established a sense of what mentalizing was about, being able to describe it thoroughly during the early sessions. She still did disagree though, about having a PD and really needing MBT treatment. During the first 6 months of individual sessions with the first author, the working alliance, repairing misunderstandings and her objections to participating in the group therapy, were recurrent themes.
Treatment Planning
In MBT treatment the therapists should have a fairly clear idea about their patients mentalizing deficits and also what kinds of interventions are necessary to work these deficits through. One should match interventions to the patients mentalizing capacity and always regain mentalizing (both therapist and patient) before exploring with the patient what is going on. Important is also to start at an empathic position and then advance to higher levels of involvement and complexity as the patients mentalizing abilities get better and their attachment strategies more secure (Bateman and Fonagy 2004; Dimaggio et al. 2012) . Patients with disorganized attachment will oscillate between different prementalistic modes within a singular session. For Eva we suggest that she had the following mentalizing profile prior to treatment: She had low capacity for focusing on internal cues. Affects were a mystery to her. She had poor language for describing affects, they overwhelmed her and made her lose control over her mind. External cues were something she had a high sensitivity towards, small details in the therapist wording or just a grimace in the face was enough to set her off. Mentalizing what goes on in others minds was difficult and scary; she avoided this to the degree of mind blindness. About mentalizing self she was stuck in rigid negative ideas about self as defect, ideas that popped up with strong emotional force during interpersonal encounters. Eva preferred cognitive mentalizing and had very little capacity for affective mentalizing. She ruminated in great detail about the ''this and that's'' of her daily life, this without any connection to her affect or taking into the account how and what others thought and felt. She would often and rapidly deteriorate into automatic implicit mentalizing where ''truths'' about self and others popped up with strong force. Thus she went into psychic equivalent mode, and was overwhelmed with affect.
This kind of mentalizing profile necessitates interventions that address current affects, the difference between the content own mind and the mind of others, automatic maladaptive mentalizing with a curiosity that may challenge fixed beliefs as being truths, and focusing on the attachment qualities of the therapeutic relationship, not letting the patient distance herself from therapy and create a comforting safe zone where emotions and relationships are bracketed. In the following we provide excerpts from the clinical process based upon written transcriptions from video-recordings of individual sessions.
Developing the Work Alliance
In one of the early sessions the therapist tries to come to an agreement with the patient on the working alliance by reading together the case-formulation made by the prior therapist.
Session 9 (The Case-formulation and dropout plan lie on the table between them) Patient (P): ''Why do you have the dropout plan laid out?'' Therapist (T): ''Well, I thought, me and you we have discussed your treatment and I brought these two that you made with your last therapist.'' P: ''Yes.'' T: ''I thought maybe we could review them together?'' P: ''Yes if that's beneficial, I mean not beneficial'' T: ''Okay, why do you think like that?'' P: (silence) ….. ''No go ahead!'' T: ''Yes, well, I …'' P: ''Paint me into a corner one more time, and I will want to drop out even more!'' (Angry).
Eva reads aloud from her case-formulation: ''She easily becomes chaotic when she has a lot to deal with and her attempts to create structure fails, this can make her sensitive to adversity. When interacting with other people, the experience of being looked down upon easily arouses and the emotional distress this brings about can contribute to Eva getting into a mode where she has trouble with thinking in a nuanced way. When Eva is in this mode, a row of negative and self-destructive thoughts get activated, and for Eva these thoughts become the truth.'' P: ''And reading this sentence makes me evil in itself.'' T: ''Okay, it is complicated and long.'' P: ''Yes it was a bit more than a sentence when I think about it, but.'' T: ''You don't recognize yourself in this Eva?'' P: ''If I recognize myself, I don't want to recognize myself, because if I partly recognize myself in this, I don't want to be myself, I don't want to relate to myself, I don't want to relate to the world, I don't want to.'' (Crying) T: ''Okay Eva.'' P: ''And I can't be like that, I can't!'' T: ''What you read now Eva, describes a person that needs structure.'' P: ''It describes a person that should not be.'' T: ''Really? Is that what you think when you read that sentence?'' P: ''Yes that I am functioning up to a certain point.'' T: ''You function up to a certain point and then?'' P: ''Then total crash, everybody run and hide because here comes evil.'' T: ''Evil even?'' P: ''Yes, incapable.'' T: ''Because I do hear you Eva.'' P: ''Incapable of nuancing, and then everything is bad, and then I am just a burden.'' T: ''Yes, you see, I do hear you and how you experience that sentence, I would think completely different about what it says, I would not be anywhere near thinking about evil in any form, so me and you we understand what it says quite differently, but for you it seems that this is quite unbearable.'' Her reaction demonstrate how the case formulation, intending to be a tool for building a working alliance, can, for a person functioning within the mode of psychic equivalence, be a violation instead of something constructive in the therapeutic process. Our descriptions of her activated her mentalizing difficulties, instead of decreasing them. Her psychic equivalent mode hindered further exploration.
Attachment
Eva had troubles in interpersonal situations; she reacted with confusion and a high level of anxiety. As other patients with disorganized attachment she collapsed in therapy sessions. She was unpredictable and confused her therapist a great deal. Interventions that focused on the here and now relationship were challenging, and consequently, her core of confusion and disorganization came to the fore: Session 9 T: ''Mhmm, I think that's nice, we might as well talk a little more about you seeing me, what that is like for you, it seems like an important topic to discuss.'' P: ''I do what I am told, end of story.'' (Crying) T: ''Yes, because what surprises me Eva is that our last session, the one that you now say you have been ruminating about, I did not notice anything that was hard in that session, and then I wonder: Why didn't I, if I said anything or we discussed a topic that made you ruminate afterwards? Did you try to let me know in the session?'' P: ''No I tried not to focus on anything'' T: ''Yes, I remember that now. Still I managed to bring up a topic that stressed you, I am very sorry about that.'' P: ''It wasn't you; it just turned out like that,… Jesus!'' (Angry).
This vignette demonstrates how a focus on the relationship where mind-mindedness explicitly is addressed, creates difficulties for Eva. The therapist tries to focus on the relationship between them, and also reveals the therapist's mind. Eva tries to avoid it. She rapidly turns to anger in the session. The level of emotional activation is high and the patient gets overwhelmed. In MBT, according to manual, all interventions should be adapted to keep the patients in a bearable level of emotional activation. Both the individual therapy and group therapy were potential attachment situations for her, thus they would increase emotional activation. Her responses during these first sessions revealed a very fragile patient. Her level of emotional activation during these conversations was very high, and it was important treading carefully.
Session 15
T: ''Now me and you have been doing therapy together for a while, we have discussed your emotions and stuff, but I do think this session must have been the one where we have discussed your emotional life most thoroughly. I think you have said more about your emotional life today than ever before?'' P: ''Yes.'' T: ''You feel that as well?'' P: (shakes her shoulders) T: ''You don't know? Is it difficult for you Eva to talk with me about these issues?'' P: ''It is difficult for me to talk with whoever about these issues, because I am not really, I try not to get to overwhelmed, I try not to wallow in self-pity, I try to be more rational.'' T: ''Mhmm, but sometimes you have emotions that take control over of the rational Eva?'' P: ''Too often.'' T: ''Too often, yes.'' P: ''I know what I should have had more of. I wish I was more autistic.'' T: ''More autistic, yes…'' P: ''Yes!'' T: ''Without needs of social contact with others and difficulties understanding other peoples emotional lives?'' P: ''Yes that would have been fine.'' T: ''But it's not like that for you?'' P: ''No.'' Working in The Transference-Individual Therapy Even though she detested the idea of participating in MBT treatment and disagreed with the reasons of why she was included in the treatment, she came to her sessions with a wish to figure things out. Decreasing her emotional activation was a prerequisite to be able to develop a mentalizing stance in therapy. Interventions were simple and aimed to explore the here and now relationship and current affect. Repairing misunderstandings from prior sessions or from exchanges within a session were important. The vignette below demonstrates reparation of a misunderstanding. The therapist, remembering last session as very difficult and that the patient did not want to agree on the work alliance, addresses the relationship. Note that the therapist models one of the assumptions in MBT, that emotional activation hinders reflective thinking, and in a relational setting it affects both participants. The therapist's mind as well: Session 10 T: ''I think I was lost and couldn't really think much in parts of that session we had.'' P: ''Yes.'' T: ''How was it for you?'' P: ''No, really, what I am left with is that I came here and complained and your reaction was among other things that I could end my treatment and, because of that I felt, yes …'' T: ''Misunderstood or?'' P: ''Pressured I think.'' T: ''Yes.'' P: ''You either take what we have to offer or you just let it be.'' T: ''Yes right, but you know what? I have felt the same Eva. I have felt that I have been pressuring you a little. I had planned to discuss that with you today, that maybe I have been pressuring you to deal with this mentalizing perspective and …'' P: ''Yes, but I just get upset and mad about the whole mentalizing perspective because I think it is a rotten attitude and the basic principle behind the thought or behind it all is: Yes now we will teach you a new and more appropriate behavior, manner of resonating, and then all your problems will be resolved!''
Addressing the here and now relationship was challenging. If a session had a breakthrough in regards to exploring affect or other aspects that for the therapist seemed important, the next session was often difficult and the patient would tend to devaluate the prior session. Here after talking about loneliness for the first time, in the session before:
Session 16
T: ''Yes we had … last time you were here Eva. We discussed stuff that you maybe haven't spoken with me about before?'' P: ''Yes that you found most interesting!'' (Hostile) T: ''Mhmm, okay, how was it for you speaking with me that session?'' P: ''No, I find you a bit interesting really, because you have a tendency to get hung up on what I see as minor details and then just oooh this was big!'' T: ''Yes okay, then I misunderstood you because I thought this was very important for you. The things that happened with your friend and your boyfriend, I must have …''.
Working in the Transference-Group Therapy
If she had disclosed anything about herself in group therapy, she often ruminated after sessions. She felt that the others came too close if focus was on her in the group, and she could ''blank out''. In her personal life she mostly stayed away from relationships, and being in a therapeutic group was difficult for her. She often deteriorated into suspiciousness and felt attacked. She did not open up with her own difficulties, something she mostly explained by not having any ''interpersonal events'' to talk about in the group. The group therapy was a recurrent theme in individual sessions. Sometimes Eva did open up in the group, contributing with interpersonal events or commenting on other group members. By doing that she often succumbed to long periods of anger and despair and wanted to quit the group. In the session below the individual therapist was prior to the session happy about Eva's progress. The feedback from the group therapists was that Eva had disclosed an interpersonal event and that Eva had participated in a good piece of mentalizing.
Session 11
P: ''I have been home and have been thinking about it and, with the group its plain and simple: I won't go there anymore, I can't be bothered. Maybe in 3 or 4 months, but now I am so pissed off that I won't do it.'' T: ''What happened in the group last time?'' P: ''I was nervous about going home, so I said some shit about my home city. I have a tendency to do that. So for some reason, I said a lot of weird stuff, so I said that there are more teen pregnancies than average down there, and then I was told that I was not nuanced!'' T: ''Who told you that?'' P: ''Peter.'' (the group therapist) T: ''Okay.'' P: ''I was not oversimplifying, I was very much nuanced, and if he can't hear that, there's no fucking point in returning. I see no point in being there talking to people, if they are going to misinterpret you, if people are going to complain to you because of their own misinterpretations, when that was not what I said!'' (Angry) T: ''I haven't spoken with the group therapists because of the holidays, but I have read in your record, it says that you are going home to a reunion and that you have been participating more in the group than you normally do.'' P: ''Was that last group session?'' T: ''It seems to me that from the group therapist's point of view they thought it was a good session with regards to you, but for you it seems to have been a negative experience.'' P: ''Yes.'' T: ''So here we have a kind of crash. But do you think they knew how you felt? Did they realize that you were offended and felt like this?'' P: ''No, … I don't know what they did.'' T: ''It certainly was an unpleasant group session for you.''
The therapist intervenes by putting the group therapist minds into the equation, in an attempt to regain mentalizing in the session. Eva had trouble separating inner world (that she felt badly offended) from outer reality (that maybe the group therapist didn't intend to offend her).
Her difficulties with mentalizing others were also revealed when she was asked to fill out forms during the treatment course. After the first wave around one year of treatment, Eva told the therapist that she refused to answer questions about whether she thought the group therapist or the individual therapist liked her. She also wrote an explanation on the working alliance form:
''Both group and individual therapists get paid to deal with me, and do that on a strictly professional basis. An evaluation of relation is then absurd. I am the therapists work assignment. I don't know, nor do I care, if I am the bothersome assignment or the favorite assignment. To consider such factors will deteriorate my relationship to the above mentioned, create insecurity and anxiety.''
It shows how terribly difficult it was for Eva to mentalize the mind of the therapists. Her preferred strategy was to avoid thinking about what happened in the mind of others. The therapists did of course have feelings about her, and the countertransference was an issue during the weekly team meetings. The individual therapist could lie awake at nights thinking about her and her interpersonal difficulties.
Turning Points and Setbacks-Second Phase of Treatment
Up to this point sessions were challenging for the therapist and countertransference was a hindrance. The patient had rapid and unpredictable deteriorations of mentalizing and the working alliance was poor. Focus in therapy was up to this point on repairing alliance ruptures and building a working alliance. After about 16 individual sessions with negotiations back and forth regarding the treatment focus and group participation, changes occurred. First of all, the patient had a noticeable reduction of emotional activation when coming to sessions. Where she before often came overwhelmed with affects, she now seemed calmer and more cooperative with her individual therapist, and also with the group. The working alliance was also agreed upon explicitly. The vignettes below demonstrate these changes.
Session 17
T: ''Anything that has happened in the group that you feel like talking about?'' P: ''No, it has been pleasant these last few times.'' T: ''Mhmm, that is a bit different from before, isn't it?'' P: ''I don't know, I think I am beginning to get relatively well acquainted with the others I'm in group with, really.'' T: ''Safer in a way?'' P:''Yes, and I actually get a bit happy to see them at times, oh hello is it you, how are you, good, and yes everyone is doing great these days and then one can get extra pleased about that.'' This felt like a huge turning point, it was the first time she had said something positive about the group therapy. In supervision the individual therapist and the group therapists could highlight it together, feeling that finally the treatment was in a good process. From that point the patient progressed further, and for the first time she used the group in a supportive way without relapsing into a psychic equivalence mode afterwards. In the next vignette she and the therapist explore what it was like disclosing an interpersonal event in the group.
Session 21
T: ''But what made it okay then?'' P: ''Because I was stuck in ruminating before I came to the group, I couldn't get out of it, and couldn't stop ruminating. I even ended up talking to myself.'' T: ''Yes, and what happened when you brought it up then?'' P: ''I calmed down, but really when I need that once every half year, it feels fucking unnecessary to go once a week!'' Reluctance towards the group was still present, though, as shown in her protest against participating in something she ''only needed once every 6 months'', but she also admitted to benefitting from sharing an interpersonal event in the group, and this was a turning point after such a long time with constant devaluation. Using the group as an extra-transferential scene is very important in MBT. In individual sessions incidents from the group should be mentalized thoroughly.
In individual therapy the quality of the relation changed. The patient started to utilize the therapist as a comforting and safe person, to whom she could go and process difficult emotions. Where she before changed the subject or got utterly confused when being asked about emotions, she now were able to talk about them and differentiate them. Dealing with the relationship was also much easier for her, and the therapist was not hindered by countertransference, which had lessened and was more manageable. The citation below is from the end of a session were she had relapsed into devaluating the treatment: Session 21 T:'' Yes … I wonder if we might say that you now have had a small blow-out towards me, about me and your treatment, and your group therapy.'' P: ''Yes.'' T: ''And … maybe that can be soothing?'' P: ''Well probably, but that is not something I necessarily notice here and now.'' T: ''No, okay, because to me you seem calmer now, Eva.'' P: ''Yes, it usually takes some time before it appears to me that something actually happened here.'' Thereafter in another session, the patient for the first time explicitly addresses her therapist and asks her to calm her down, which was a grand achievement for a patient who had avoided utilizing interpersonal contact during affect storms. It concerned a letter that distressed her: Session 24 T: ''You felt like talking about this today. What was the reason for that?'' P: ''It annoyed me.'' T: ''It annoyed you.'' P:''No really, I don't know, oooh, yes, it annoyed me and yes … no, I thought maybe just, ugh, I don't know what.'' (Struggling with the words) T: ''No, now I am not quite following you.'' P: ''I thought maybe you could calm it down.'' T: ''The irritation?'' P: ''Yes, the frustration, I thought maybe you could help me.'' The patient was eventually also able to describe the relationship with her therapist as helpful and explore it in a mentalizing manner.
Session 25
T: ''Yes, but does it help Eva to talk to me about it? Is it different for you now than when you came here today?'' P: ''A little better perhaps, but mostly I think, compared to earlier anyway, what I notice is mostly afterwards, during the evening and stuff, that I can focus on something else, instead of forcing myself to think about something else.'' T: ''Okay, so you have noticed that when you talk about stuff with me, you think less about it when you come home?'' P: ''Yes.'' T: ''Yes, but that is good.'' P: ''Yes, I have some use in you.'' T: ''That is good Eva, I am happy to hear that.'' Last Phase of Therapy Eva quit the MBT program after 2 years, but continued individually with her therapist because she felt the need of a ''safety net'' in case of relapse. By and large, she blossomed interpersonally, and her relationship with professionals (therapists, social services) was profoundly changed. Cooperation was now constructive. In her own life, friends and family commented on her changes. Some friends could reveal to her that they earlier had been afraid of her, while now they really could enjoy her company. Her substance abuse, cannabis, was still present. Eva and her boyfriend had a daily routine by smoking in the evenings. However, utilizing drugs for soothing affect storms had ended, and she did not turn to stronger substances anymore.
About her social life she says that things have changed. The vignette below demonstrates that she succeeds with participating in a new social context.
Session 38
T: ''It sounds to me Eva that you are doing relatively okay?'' P: ''Yes.'' T: ''You sound relaxed when you talk about it, I am just guessing because I don't know, but you did have some worries beforehand about talking to people, then you did it, and it doesn't sound like it was so bad?'' P: ''No, it has been a little scary.'' T: ''Yes.'' P: ''But mostly fine.'' About her tendency to ruminate she also experienced changes.
T: ''You have had this thing about worrying and ruminating about stuff, you ruminate so much that it interferes with your everyday life.'' P: ''I haven't done that after finishing school, I haven't done that.'' T: ''No, and in your everyday life, less of it there as well?'' P: ''Yes. '' At the end of treatment, Eva says that something within her has changed, she does not know how to explain it but it has to do with emotions and being herself. Even though she still experiences affect storms occasionally, she feels that her ability to think in the midst of them is present. She no longer goes around being afraid of everything, and she feels calmer inside. She does not fall into pieces by being with somebody.
Discussion
We will begin this discussion by reference to the questions posed by Elliott (2002) in his article ''Single case hermeneutic studies''. First, did the patient change? We consider our test results, the transcripts from the therapy sessions, the verbal reports from the group therapists, the social counselor, her friends and family and our own video observations, as strong evidences that the patient did change in a highly clinical significant way. Her GAF changed by 15 points (EZ between 2 and 3), and SCL-90-R/GSI changed from 1.50 to 0.68.
Second, did the patient change because of the treatment? She had been stuck in interpersonal difficulties since her youth. Her attempts at getting on with her life regarding work or school had failed. She had several failed treatment attempts. She was convinced that she would never be able to function adequately with other people. It is highly questionable if she would have accomplished to start her high school education again without being in treatment. During the treatment period no other significant incidents occurred that could account for the changes.
Third, what was the mechanism of change? We differentiate between necessary conditions and mechanisms of change. Necessary conditions are all the structural elements that need to be in place in order to establish and protect the therapeutic space. The necessary conditions for this treatment were among others: (1) The clinic as a whole with all its resources and support, (2) the specific training of the therapists, (3) the social counselor who relieved the MBT therapists of dealing with the practical burdens of life, and (4) weekly team meetings and monthly supervision based upon video recordings.
The analysis of the transcriptions above gives a probable idea of the main mechanisms of change. Treatment of patients with severe PD's should have mentalization as its focus or at least stimulate the development of mentalizing (Dimaggio et al. 2012) . The overall goal of treatment is helping the patient to develop a more cohesive self, so that he or she can develop more secure relationships (Bateman and Fonagy 2004) . The combination of building an attachment relationship to the patient with a continuous checking on the correctness of one's interpretations of his/ her mind is probably the main mechanisms of change within MBT (Fonagy and Bateman 2007) . The therapist must alternate between activating the patient's attachment and at the same time helping him/her to maintain mentalizing. Activation of the attachment system will tend to deteriorate mentalization in patients where the attachment system is insecure, and especially for patients with disorganized attachment (Liotti and Gilbert 2011) .
Due to Eva's conflicted history with therapists and her long isolation from interpersonal relations, her attachment system was activated by just being in the room with the therapist. During this treatment, this led to frequent deteriorations into psychic equivalence and therapeutic ruptures that needed repair. The reparation of ruptures, both with the individual therapist and with the group, was probably one of the main mechanisms of change. This is consistent with previous research (Safran et al. 2011) . We suggest that reparation of alliance ruptures were facilitated by three main interventions within MBT: Authenticity and transparency, explicit work with the alliance and the not knowing stance.
Transparency may facilitate repair, as when Eva came hostile to therapy claiming that the therapist had highlighted her loneliness the prior session, without this being an important topic for Eva. The therapist could respond honestly, disclosing to Eva why she found it important, but since the therapist couldn't know what went on in Eva's mind, acknowledging that maybe the therapist had misunderstood something. And by this modeling that we are not immediately transparent, we have to disclose our minds, and by that hopefully reach some mutual understanding.
The explicit work with the alliance, starting with figuring out the content of the case formulation, were dramatic, but important. Eva went psychic equivalent, claiming that it proved that she ''should not exist''. However, it opened up the dialogue where Eva and the therapist could explicitly figure out the focus of the treatment: her difficulties with dealing with self and others. The dynamics of MBT case formulations have been discussed by Simonsen et al. (2011) . They demonstrated how easily therapists overrate patients mentalizing abilities and how difficult it is for some patients to understand the therapists' perspective. Bateman (2011) , in response to this article, underline that one needs to keep the patients level of mentalizing in mind when writing up case formulations.
In MBT the therapist must avoid claiming knowledge on what the patient think, feels or understand and he/she should follow a not knowing stance (Bateman and Fonagy 2004) . The not knowing stance also proves valuable when the patient regress into psychic equivalence, like Eva often did in the first phase of treatment. Eva often claimed rigid ''knowledge'' about herself, e.g. being defect and being unable to articulate herself around other people. The therapists could challenge these ''truths'' by being curious and questioning.
In Eva's case the countertransference was sometimes a threat to the therapeutic process. Countertransference has different conceptualizations within the psychodynamic tradition. In MBT one differentiates between complementary countertransference and concordant countertransference, the first being close to projective identification, and the latter being the therapist's emotional resonance with the patient (Bateman and Fonagy 2004, 2012) . Countertransference can lead to enactments and mentalizing failures by the therapist, thus it need to be processed and mentalized (Bateman and Fonagy 2004, 2012) . Psychotherapy research indicates that enactment of countertransference is harmful and that management of countertransference is helpful for the outcome of therapy (Hayes et al. 2011) . Common countertransferential responses to psychic equivalence are confusion, puzzlement, not knowing what to say and feeling angry with the patient . These feelings were all activated in this treatment. We cannot know what happened with Eva in her earlier therapeutic relationships, but a good guess would be that therapists enacted their countertransference and thus (involuntary) insulted her and provoked a drop out. Several factors contributed to these enactments not happening in this particular therapy. The structure of the treatment with weekly supervision was important. The MBT team watched the video-recordings from sessions together and pointed out countertransferential and potentially destructive reactions to each other. This made in our view the countertransference less potent and the therapists own mentalizing deficits less influential. There were also multiple therapists treating the patient together. Frustration could be shared among them and the colleagues, with their ''cooler'' mind, could help the therapist to reflect and process the countertransference. The patient's simultaneous relationships with more than one therapist is said to be ideal for avoiding the countertransferential effects of disorganized attachment (Liotti et al. 2008) .
Working in the transference was probably the most important mechanism of change. This because working in the transference makes room for minding minds, thus making the implicit becoming an explicit focus. Addressing the relationship between patient and therapist is utterly important when the core problem for the patient is related to attachment. MBT aims to avoid complex psychological interpretation from the therapist as a ''superior thinker''.
With Eva, working in the transference was a challenge. She was angry about the treatment and came to sessions filled up with affect. Bringing these issues into the here and now was inevitable in order to avoid drop-out. For Eva this was difficult. Simple interventions in the beginning like 'what is it like for you talking to me' and 'how does it feel being here' were enough to provoke a confused mode where she cried, interfered with the exploration, went into psychic equivalence and so on. Thus working in the transference became the primary focus in treatment, both with the individual therapist, and by using the group as an extratransferential scene that could be processed in the individual therapy. For Eva, who avoided interpersonal relationships outside of therapy, the group was an excellent ''training arena'' for dealing with others. Clinical research supports the idea that working in the transference is an important mechanism of change. Using transference interpretations is especially effective with PDs (Høglend et al. 2006 (Høglend et al. , 2008 , and most strongly with females with PD (Ulberg et al. 2009 ), increasing their interpersonal and global functioning.
In conclusion, this case study indicates that it is possible to transform a disorganized attachment pattern, even with a severe PD and SUD. We have underlined the prerequisites for such treatment and highlighted the probable main mechanism of change, which is a constant effort at mentalizing what happens in the therapeutic relationship, i.e. mentalizing the transference and countertransference. A strong and competent therapeutic structure is necessary for containing the strong transferential emotions.
